I. Introduction
Breast cancer is the most frequent cancer in women worldwide. It is one causes of cancer mortality in women and constitutes 15 % of female cancer deaths. The incidence rates of breast cancer are increasing in most countries at a younger age than ever before, and these changes are usually greatest where the rates had been previously low [1] . It has been identified as a major public health problem in both developed and developing nations because of its high incidence-prevalence, the over-burdened health system and direct medical expenditure [2] .
The high incidence of breast cancer necessitates the need for early detection because this would increase the treatment options available to affected women and thereby improve survival rates [3] . Some studies have shown that in most of the developing nations and resource constraint settings, breast cancer is diagnosed in advanced stages of the disease when compared with developed nations and thus has a poor outcome and high fatality rate [4, 5] .
There are many known risk factors for breast cancer, some of these cannot be changed, but some can. About 5% to 10% of breast cancer cases are thought to be hereditary, caused by gene changes (mutations) inherited from a parent. Being a woman is the main risk factor for developing breast cancer. Also, breast cancer risk increases as a woman gets older, women who have a close blood relative with this disease have a higher risk for breast cancer. A woman with cancer in one breast has an increased risk of developing a new cancer in the other breast or in another part of the same breast. Women who had radiation to the chest for another cancer as a child or young adult are at a much higher risk than those who did not [6] .
cancer risk factors and screening practices. Therefore, this study aimed to assess breast cancer risk factors and screening practices among women attending Family Health Centers.
The aim of the study was to assess breast cancer risk factors and screening practices among women attending Family Health Centers. Results of this study answered the following questions: 1-What are breast cancer risk factors and screening practice used among Women attending Family Health Centers? 2-Is there a relationship between demographic characteristics of women and screening practice? 3-Is there a relationship between risk factors of breast cancer and screening practices?
II. Subjects and Methods

Research Design
A descriptive exploratory research design was adopted in this research. This design is used to provide a picture of a phenomenon as it naturally happens and to investigate the full nature of the phenomenon and other factors related to it [14] .
Setting
Cairo governorate is divided into four directions; North, South, East and West, by using simple random sample technique, one direction was selected from these four directions. This direction was the "South". There are ten districts in this direction, one district was selected randomly. This district was Misr El kadima and includes four family health centers; Al-Zahra, Amr Ibn Al-Aas, Ain Alsira and Abou El Saud family health centers serving a huge number of populations (262 thousand and 916 hundreds individual). Two family health centers were selected randomly Ein EL Sera and Abo EL-Sooud family health centers. Those two family health centers are providing a lot of health services including; vaccination, maternal and child health, family planning, antenatal care, family planning, premarital examination and dental care [15] .
Sample
A purposive sample was used as all available women in selected family health centers included in this study. The total number of the sample was 240 women from the two family health centers and who fulfill the inclusion criteria. Inclusion criteria were; women at age between 20-60 years and free from breast cancer.
Tool for Data Collection
A breast cancer structured interview questionnaire was developed and filled by the researcher after extensive review of related literature. It included three parts; Part I: Description of the study sample included: a) Demographic characteristics: as age, education, occupation, marital status, monthly income and place of residence. B) Obstetric history: age at menarche, age at first delivery and age at menopause. C) Knowledge about breast cancer: having knowledge about breast cancer and source of knowledge. Part II: Risk factors of breast cancer: as previous history of breast problems, types of previous breast problem, family history of breast cancer, family members with breast cancer, history of hysterectomy and age at hysterectomy, hormonal contraceptive methods, hormonal replacement after menopause, history of breast feeding, practicing exercises and body mass index. Part III: Breast cancer screening practices and it's barriers: breast self-examination (having knowledge about breast self examination, time of practicing breast self-examination, cause of not doing breast self-examination), mammography (having knowledge about mammography, time for doing it, causes for not doing it and last time of mammography), clinical breast examination by doctors or nurses (time for clinical breast examination, causes for not seeking clinical breast examination).
Tool Validity
Tool was submitted to a panel of five experts in the field of oncology, maternity nursing and community health nursing and medicine to test the content validity. Modification was carried out according to the panel judgment on clarity of sentences and appropriateness of content.
Ethical Consideration
An official permission was granted from the directors of the two family health centers in Ain Alsira and Abou El Saud family health in the area of Misr El kadima. The researcher introduced herself to the women who met the criteria of inclusion, then informed them about the purpose of this research in order to obtain their 
Pilot Study
A sample of 10% of the women who met the criteria of inclusion was included in the pilot study in order to assess the feasibility and the clarity of the tool and determine the needed time to answer the questions. Pilot study revealed that the average length of time needed to complete the questionnaire by researcher was approximately 30 minutes. Pilot sample was included in the study as minimal changes were carried out.
Procedures
Data was collected through a period of 6months from August 2015 till January 2016, two days per week from 10 am till 12 pm. After the females had been fully informed and agreed to participate in the study, the researcher started to collect data through structured interview. Data collected through 1) personal interview to collect data related to sociodemographic and history, 2) assessment of female's body mass index. Interview the sample took about 45 minutes for each one.
Statistical Analysis
Collected data were coded and tabulated using personal computer. Statistical package for social science (SPSS) version 16 was used. Descriptive as well as inferential statistics were used to answer research question. Relations between different numerical variables were tested using Pearson correlation. Probability (p-value) less than 0.05 was considered significant and less than 0.001 was considered as highly significant.
III. Results
Findings of this descriptive exploratory research will be presented in four main parts: 1) description of the study sample; a) Demographic characteristics, B) Obstetric history, C) Knowledge about breast cancer. 2) Risk factors of breast cancer 3) Breast cancer screening practices and its barriers 4) Correlation between risk factors of breast cancer and screening practice.
Part I: description of the study sample: a) Demographic characteristics: Regarding the age of the study sample, 16.6% aged from 30 to less than 40 years, 17.5% aged from 50 to less than 60 years, 26.7% aged from 40 to less than 50 years, while 32.1% of the study sample aged between 20 to less than 30 years, and only 7% aged between 60 years with a mean age 39.42+12.5 years. As for marital status, 55.4% of the study sample was married, 24.2% were single, 12.9% were widowed and only 7.5% were divorced. Results revealed that, more than half of the study sample (54.6%) was housewives, 42.5% were employees, and 2.9% were retried.
In relation to educational level, 27.1% of the study sample had secondary school education, 26.3% had diploma education, 22.5% were unable to read and write and 8.3%, 7.5% & 3.3% respectively had primary, preparatory school education and university education while only 5% can read and write. The majority of the study sample (89.6%) had a monthly income less than 1000 Egyptian pounds while only 7.1% had a monthly income ranging from 1000 to less than 2000 Egyptian pound and only 3.3% of them had a monthly income ranging from 2000 to 3000 Egyptian pound with a mean 649.54 ± 425. 260 Egyptian pound. More than half (57%) of the study sample were from rural areas. B) Obstetric history: results revealed that, 30.4% of the study sample had their menarche at age from 13 to less than 14 years, 29.2% had their menarche at the age of 14 years, 20.8% had their menarche at the age of 12 years to less than 13 years and 19.6% had their menarche at the age of 11 years to less than 12 years with a mean 12.7±1.06 years. It was found that, 54.1% of the study sample delivered for the first time when they were 16 years to less than 20 years while 45.9% aged 20 to less than 25 years when they delivered for the first time with a mean age 20.3±2.54 years. As for menopause, 26.7% passed through menopause at the age of 55 to 56 years, 31.6% had their menopause by the age of 49 year to less than 51 years, 26.7% had their menopause by the age of 51 years to less than 53 while only 15% passed through the menopausal period at the age of 53 years to less than 55 years with mean of 52.44±2.42years. Part II: Risk factors of breast cancer: only 23.3% had previous breast problems, these problems were in the form of benign lymph nodes (16.1%), breast collection (67%), abscess (37.5%) and nipple secretions (5.3%). As for the family history of breast cancer, 77.5% had no family history of breast cancer and only 22.5% had previous family history, those who had family history of breast cancer indicated that, their mothers were the affected person (38.9%), 22 .2% indicated that the affected person were their aunts (mother's sister), their sisters were affected (20.4%) and 18.5% revealed that their grandmothers were the affected person. It was found that, only 5% of the total sample had hysterectomy, 75% of them had hysterectomy at the age of 50 years while 25% at the age of 55 to less than 60 years. Results revealed that, 55.4% were using hormonal contraceptive methods and no one of the study sample took hormonal replacement therapy after menopause. Three quarter (75.2%) of the study sample breast feed their children for 2 years. Regarding study sample body mass index, it was found that, 50.4% of the study sample was overweight (BMI: 25-29.9kg/m), 8.8% were obese (BMI>30kg/m) and the rest had normal body mass index. Only 28.3% of the study sample was practicing exercises.
Breast Cancer risk factors and screening practices…
Part III: breast cancer screening practices and its barriers: regarding the study sample's knowledge about methods of breast cancer screening and its barriers, results revealed that, 45.4% did not have any knowledge about breast self-examination, 75.8% never practiced breast self-examination, and 70.7% of those who were practicing it were doing it once per month, while 29.3% were doing breast self-examination only in the presence of complain.
Regarding barriers for not practicing breast self-examination, results revealed that 83% did not have knowledge was the main cause for not doing breast self-examination, while 7.7%, 9.3% respectively identified that fear from discovering cancer and embarrassment were the reasons for not practicing breast self-examination. The majority of the study sample (89.6%) did not practice mammography where 80.8% did not have any knowledge about this procedure. For those who practiced mammography it was done 2 years ago while 48% performed it since 3 years. The main causes for not doing mammography were; embarrassment from the procedure (40.5%), fear from painful sensation (34.4%), very expensive procedure (29.3%), fear from cancer diagnosed (20.9%), fear from exposure to radiation (29.3%), and husband refusal (17.7%).
Results revealed that, 73.7% of the study sample did not have clinical breast examination by doctors or nurses while only (26.3%) of them had clinical breast examination. Regarding time of clinical breast examination, 93.7% doing it if there is any problem and only 6.3% were doing it every year. The result also revealed that, the main causes for not seeking doctors or nurses for clinical breast examination were embarrassment (71.8%), husbands refusal (34.5%), and fear from being diagnosed by breast cancer and death (96%), while 22.5% revealed that financial status was the main cause for not doing clinical breast examination by doctors or nurses, 15.3% due to inaccessible of this service, 12.4% mistrust and 19.2% expressed that no need for doing this examination.
Part VI: Correlation between risk factors of breast cancer and screening practices:
Table (1) revealed a statistically significance negative correlation between age of the study sample and their practicing of breast self-examination (p=0.01) and clinical breast examination (p=0.02), while no statistically significant correlation was found between age and practicing mammography (p=0.33). As for the education, a statistically significant positive correlation was found between study sample's education and practicing breast selfexamination and mammography (p=0.000 & p=0.007) respectively. Also, a statistically significance correlation was found between family history of breast cancer and practicing breast self-examination, clinical breast examination and mammography (p=0.000, p=0.000 & p=0.000) respectively. While no statistically significance correlation was found between the income of the study sample and practicing breast self-examination, clinical breast examination and mammography. Table ( 2) revealed a statistically significant positive correlation between study sample's knowledge about breast cancer and practicing breast self-examination (p=0.000), clinical breast examination (p=0.000) and mammography (p=0.000). No statistically significant correlation was found between study sample who received hormonal contraceptive and had hysterectomy and their practice of breast self-examination, clinical breast examination and mammography. A statistically significant positive correlation was found between women who had previous breast problems and practicing breast self-examination (p=0.0), mammography (p=0.000), clinical breast examination (p=0.002).
Results clarified a statistically significant positive correlation between the age of the study sample at first delivery and practicing breast self examination (p=0.000) while no statistically significant correlation was found between the age of the study sample at first delivery and practicing clinical breast examination and mammography. No statistically significant correlation was found between age of the study sample at menarche and menopause and their practicing of breast self-examination, clinical breast examination and mammography (table 3) . 
IV. Discussion
Breast cancer is by far the most frequent cancer in women worldwide. It is one of the leading causes of cancer mortality in women and constitutes 15 % of female cancer deaths [16] . Also, the most prominent cause of cancer death among women in low-and middle-income countries is breast cancer, accounting for 269,000 deaths (12.7% of all cancer deaths) in 2008 [17] . There is variation of breast cancer incidence worldwide in which Africa is not excluded [18] . Incidence of breast cancer varies from 27% of cancers in North African countries (Algeria and Egypt) to 15% in sub-Saharan Africa [19] .
Results of this study revealed that, one third of the sample aged between 20 to less than 30 years and slightly more than one quarter aged between 40 to less than 50 years. A statistically significance negative correlation was found between age of the study sample and their practicing of breast self-examination and clinical breast examination, while no statistically significant correlation was found between age and practicing mammography. In agreement with the study results the American Cancer Society [20] revealed that, the risk of developing breast cancer increases with advanced age and about 1 out of 8 invasive breast cancers were found in women younger than 45 years, while about 2 out of 3 invasive breast cancers were found in women aged 55 years or older.
Moreover, the research done by Aboserea, Abdelgawad and Wafik, [21] to detect breast cancer among newly diagnosed females at Sharqia Governorate, Egypt, revealed that, the most frequent age groups were 30-39 years, 20-29 years and 40-49 years (27.9%, 24.4% and 22.1% respectively) with mean age 38.7 years. Siegel, Ma, Zou and Jemal, [22] revealed that, before 49 years of age the estimated risk of developing breast cancer is 1/53 however, this rises to 1/43 for 50-59 years old and rises again to 1/23 for 60-69. Significantly, for women aged >70 this risk is the highest with a 1/15 chance of developing breast cancer. In agreement with the study results, the studies done in Nigeria by Okolie [23] on females undergraduate and females attending antenatal clinic revealed that, the majority of them (92.4%) and (84.3%) respectively were practicing breast self-examination.
While Eguvbe, Akpede and Arua, [24] found that age have a significant effect on their breast selfexamination practices. From the researcher point of view it is very difficult to assume that only the age would affect the practice of any breast cancer screening method, it is a matter of many factors as the education, family history, awareness of the problem and so on that might alert the female to the importance of the screening procedures. Yet screening practices as breast self-examination and clinical breast examination might be higher for younger females may be due to the presence of close family member with breast cancer and the experience of any women with breast cancer in their families might alert them to the symptoms and ways of detection.
In relation to educational level, more than one quarter of the study sample had secondary, diploma education and less than one quarter were unable to read and write while very low percentage had university education. A statistically significant positive correlation was found between study sample's education and their breast self-examination and mammography practicing. The same result was found by the study done in Egypt by Ismail, Abd El Hamid and Abd ElNaby [25] to assess factors that hinder early detection of breast cancer among females at Cairo University Hospital and found that more than one quarter of the sample was able to read and write while low percentage had university education. Also the study done by Aboserea et al. [21] revealed that, more than one third of the sample was illiterate and mentioned that, illiteracy constituted knowledge of women about breast cancer. El Shamaa and Hassanein, [26] who studied the risk factors of breast cancer among 84 Saudi women and reported that, educational level of cases ranges from illiterate to secondary school yet, education was found to be a risk factor.
A slightly different result was found by Olowokere, Onibokun and Oluwatosin, [27] who assess rural women's awareness and knowledge of breast cancer and their screening practices in selected rural communities of Nigeria and a significant association was revealed between the educational status of women and their practices for clinical breast examination which means that the higher the educational status of women, the more the likelihood that they are going to participate in screening test for breast cancer. Also a study done by Ozmen et al., (2009) [28] among the Turkish women to clarify the risk for breast cancer, concluded that higher education does not mean that people will follow all the health guidelines because some highly educated people still lack the awareness to make correct health decisions. The study done by Eguvbe et al. [24] among nurses and health care workers in Nigeria found that, educational level was affecting the practice of breast self-examination significantly as highly educated were practicing breast self-examination.
More than half of the study sample was from rural areas. A different results was revealed from Dey, [29] who studied the urban-rural differences of female cancer in Gharbiah, Egypt and found that, breast incidence among 4,794 females in urban areas was higher than rural areas. According to Olowokere et al. [27] who studied females in suburban and urban communities in Nigeria (52.8% & 52.8% respectively) claimed to have heard about breast self-examination. The difference between the two studies could be related to the sample selection.
It was found that, slightly more than half of the study sample delivered for the first time when they were 16 years to less than 20 years while less than half of them aged 20 to less than 25 years when they delivered for the first time with a mean age 20.3±2.54 years. Almost the same results was found by Ismail et al., [25] where, more than half of the sample aged from 15 to less than 21 years at first full term pregnancy, while 40.2% aged 21 to less than 26 years and only 2.2% aged 26 years and more at their first pregnancy among Egyptian females. This finding contradicted with the study done by Buki et al. [30] where women having their first child after 30 Results revealed that, almost one third of the study sample had their menarche at the age from 13 to less than 14 years, more than one quarter had their menarche at the age of 14 years, and less than one quarter had their menarche at the age of 12 years to less than 13 years. As for menopause, about one quarter of the study sample passed through menopause at the age of 55 to 56 years, almost one third had their menopause by the age of 49 year to less than 51 years, slightly more than one third had their menopause by the age of 51 years to less than 53 mean of 52.44±2.42years. A higher results was found by Ismail et al., [25] where more than two third of the sample had their menarche at age less than fifteen years while, the majority of the sample aged 41 years to less than 51 years at menopause. In the same direction, American Cancer Society [20] reported that, women who have more menstrual cycles because they started menstruating at an early age (before age 12) and/or went through menopause at a later age (after age 55) had a slightly higher risk of breast cancer. This may be related to a higher lifetime exposure to the hormones estrogen and progesterone. In addition, Said, Abulkheir, Helal and Mohammad, [31] found that, most of cancer patients are postmenopausal constituting 57.5% of the total sample.
It was found that, about three quarters of the study sample did not have any knowledge about breast cancer. As for the source of their knowledge about breast cancer results revealed that, the majority had their knowledge from television & radio, family & friends, newspapers & magazines and only very few had their knowledge from doctors and nurses. Almost the same results were found in researches where the sources of information varied among the population but the prominent sources were television and radio [32, 33] , hospital [ 33] , healthcare workers and schools [24, 34] , newspaper [24] , text books and print media [32] , friends and relation [32, 34] .
Slightly less than one quarter of the study sample had previous breast problems, in the form of benign lymph nodes, breast collection, and abscess and nipple secretions. A statistically significant relation was found between having previous breast problem and practicing breast self-examination, clinical breast examination and mammography. Opposite of the study results Aniebue & Aniebue, [35] who studied awareness of breast cancer and breast self-examination among female secondary school teachers in Enugu metropolis, south-eastern Nigeria and found no significant association between previous removals of breast lump with practice of breast self examination. The difference between the two studies could be related to the sample selection but having previous simple breast problem might alert the women to regular checking of her breast.
As for the family history of breast cancer, slightly more than three quarters had no family history of breast cancer, those who had family history of breast cancer indicated that, their mothers were the affected person followed by their aunts (mother's sister), their sisters and their grandmothers. Also, a statistically significance correlation was found between family history of breast cancer and practicing breast self-examination, clinical breast examination and mammography. The same results was obtained from the study done by Ismail et al., [25] where less than one quarter of the sample had previous family history of breast cancer, of those more than two third of had a first-degree relative and also a statistically significant correlation was found between family history of cancer and breast self examination and mammography. Opposite to the study results Aniebue & Aniebue, [35] who found no significant relationship between family history of breast cancer and practice of breast selfexamination. This difference might be related to the sample characteristics in the two studies. The American cancer society, [20] mentioned that, having a first-degree relative (mother, sister, or daughter) with breast cancer almost doubles a woman's risk of having breast cancer and having two first-degree relatives increases her risk about three-folds. The study done by Madanat and Merrill, [36] who studied breast cancer risk-factor and screening awareness among women nurses and teachers in Amman, Jordan and found that, women with a family history of breast cancer have significantly better general breast cancer knowledge and awareness about breast cancer screening.
Regarding the study sample's knowledge about methods of breast cancer screening and its barriers, results revealed that, about half of them did not have any knowledge about breast self-examination, three quarter never practiced breast self-examination, and above two third of those who were practicing it were doing it once per month, while above quarter were doing breast self-examination only in the presence of complain. A lower result was obtained from different Nigerian studies where 18.1% had never checked their breast [37] . While in a similar study only 21.8% had practiced breast self examination [38] . Almost the same results was revealed from the study done by Ismail et al., [25] in Egypt where more than half of the sample has no knowledge about breast self examination, more than two third never practice breast-self examination. The same results was found by Segni, Regarding barriers for not practicing breast self-examination, results revealed that, having no knowledge was the main cause for not doing breast self-examination, followed by fear from discovering cancer and embarrassment. Ismail, et al. [25] found almost the same results where the majority of the sample identified that lack of knowledge is the main cause for not doing breast-self examination. A slightly higher result was found by Kumar & Kashyap, [40] in India where 75.9% were aware of breast cancer. Opposite to the study results Akpo E, Akpo M, Akhator [41] who studied breast cancer in Nigeria found that all the participants (100%) practiced breast self-examination but only 50% of them knew how to do it correctly. This difference could be related to many factors as the age differences, education and cultural differences. The studies done by Okolie, [23] ; Aniebue & Aniebue, [35] and Bassey et al., [42] found the reasons for non-performance of breast self-examination were; not having a family history of breast cancer, fear of finding a lump, forgetfulness, ignorance of technique, not considering it necessary and feeling of discomfort at touching the breast.
The majority of the study sample did not practice mammography nor had any knowledge about this procedure. For those who practiced mammography it was done 2 years ago while almost half performed it since 3 years. The main causes for not doing mammography were; embarrassment from the procedure, fear from painful sensation, very expensive procedure, fear from cancer diagnosed, fear from exposure to radiation, and husband refusal. Almost the same was found by Ismail et al. [25] where most of the sample didn't have any knowledge about mammography, but the majority of them performed only when the doctor recommended it and the main causes for not doing mammography were; painful sensation, very expensive procedure, no need for this procedure, embarrassment and a fear from being diagnosed by breast cancer. A different results was found by Oche, Ayodele and Umar [43] aS when assessing the knowledge of female health workers about breast cancer and their attitude and practice o f mammography, 84% of the respondents were aware of mammography as a way of detecting cancer of the breast with more than half (56%) having adequate knowledge about mammography and its ability to detect early cancer of the breast. While Gali, [44] found poor uptake of mammography as only (38.6%) of those within the ages 40-49, (27.3%) of those within the ages 50-59 had a screening mammography and only one person above 60 year has had screening mammography.
Results revealed that, about three quarters of the study sample did not have clinical breast examination by doctors or nurses while slightly more than one quarter of them had clinical breast examination. Regarding time of clinical breast examination, the majority revealed that, they do it if there is any problem. The result also revealed that, the main causes for not seeking doctors or nurses for clinical breast examination were embarrassment, husband's refusal, fear from being diagnosed by breast cancer and death, financial status, inaccessible of medical services, mistrust and the concept that there is no need for doing this examination. Almost the same result was found by Bello et al. [33] who assessed knowledge and practice of breast cancer screening among female nurses and lay women in Osogbo, Nigeria and revealed that, 26% of the study subjects have had the procedure in the past one year. A lower result was found by Onwere et al., (2009) [45] when determine antenatal women's knowledge and practice of breast self-examination as a method of early detection of breast cancer only 1% and 2% of their respondents had clinical breast examination performed by doctors and nurses. Also the study done by Olowokere et al. [27] found that, clinical breast examination was known among 51.7% of the women and 31.7% of them confirmed that they had breast examination by health professionals, however, 38.9% of the women could not correctly ascertain the ideal frequency for performing the procedure.
In addition, Aboserea et al. [21] found that, lack of doing mammography, annual clinical breast examination and monthly breast-self examination is the main limitations for early diagnosis of breast cancer in Gharbia, Egypt. Moreover, the research done by Al-Dubai, Ganasegeran and Alabsi [46] who explored barriers to breast-self examination among urban women in Malaysia, found that, 55% practice breast-self examination, among the 45% of respondents who do not practice breast-self examination, 79.8% do not know how to do it, 60.6% fear being diagnosed with breast cancer, 59.6% are worried about mammography . In Arab countries, females tend to refuse examination by doctors especially for sensitive feminine places due to embarrassment and their culture that taught them not to be touched or expose her body to any males not even to doctors. It was found that, only five percent of the study sample had hysterectomy, at the age of 50 years while one quarter had hysterectomy at the age of 55 to less than 60 years. No statistically significant correlation was found between study sample that had hysterectomy and their practice of breast self-examination, clinical breast examination and mammography. A slightly higher result was found by Ismail, et al. [25] where only 10% of the sample had hysterectomy with a mean age 52.45±4.762. According to the study done by Nichols, et al. [47] breast cancer risk is 24-41% lower in women who have hysterectomy before menopause, compared with women who do not have these surgeries but hysterectomy after menopause may be associated with increased breast cancer risk if estrogen therapy is used after the surgery.
Results revealed that, slightly more than half of the study sample was using hormonal contraceptive methods and no one of them took hormonal replacement therapy after menopause. According to the American cancer society [6] post-menopausal hormone therapy increased the risk in women who use or recently used combined these hormones for many years, and women who recently are using hormonal contraceptives have slightly higher risk than in women who never used them.
Results revealed that, three quarter of the study sample breast feed their children for 2 years. In agreement with the study results some studies suggested that breastfeeding may slightly lower breast cancer risk [6] . Regarding body mass index, it was found that, half of the study sample was overweight, and only eight point eight percent were obese and the rest had normal body mass index and only 28.3% of the study sample was practicing exercises. Almost the same result was found by Aboserea, et al. [21] where more than 54% of the studied sample was overweight and obese and concluded that, with increasing obesity among Egyptian population especially females and lack of exercises, this can increase their chances of having breast cancer and that regular exercises tend to lower the levels of estrogen. A higher results was found by Ismail, et al. [25] where more than two third of the sample are obese and the rest had normal body mass index and low percentage was practicing exercises. According to the American cancer society, [20] the presence of breast fatter tissue can increase the chance of getting breast cancer by raising estrogen levels. Before menopause, ovaries produce most of estrogen and fat tissue produces a small amount of estrogen but after menopause most of a woman's estrogen comes from fat tissue.
V. Conclusion
The study concluded that, the common breast cancer risk factors identified were; age, education, family history, knowledge about breast cancer are significantly related with screening. Screening for breast cancer is important in the early detection through various methods as breast self examination, clinical breast examination and mammography. Many important breast cancer screening barriers have been identified among this group of Egyptian women and identification of barriers will help to remove those obstacles and design more relevant strategies to increase the utilization of breast screening service and to ensure adequate breast care of these women.
VI. Recommendation
Based on the findings of this research the following are recommended:- Educational program is needed to increase women' awareness about importance of breast cancer screening practices and how and when to do them.  Expand knowledge about breast cancer prevention through collaborative efforts from the Ministry of Health using mass media to raise the awareness of the women about breast cancer risk factors and screening practices.  Counseling should be given for all women by health professionals about risk factors for breast cancer and methods for early detection.
